To study the reported medical practice of euthanasia in Belgium since implementation of the euthanasia law. Research Design: Analysis of the anonymous database of all euthanasia cases reported to the Federal Control and Evaluation Committee Euthanasia. Subjects: All euthanasia cases reported by physicians for review between implementation of the euthanasia law on September 22nd, 2002 and December 31, 2007 (n ϭ 1917. Measures: Frequency of reported euthanasia cases, characteristics of patients and the decision for euthanasia, drugs used in euthanasia cases, and trends in reported cases over time.
I n 2002, Belgium legalized euthanasia. Although there had been studies on the prevalence of euthanasia in Belgium 1,2 before it was legalized, and studies on attitudes towards euthanasia, [3] [4] [5] [6] little is known about the actual medical practice of euthanasia since legalization. The euthanasia law allows euthanasia-defined as intentional life-ending by a physician at the explicit request of a patient-on condition that all the due care requirements prescribed in the law are satisfied. 7, 8 To make a legitimate euthanasia request, the patient must be an adult, must be conscious and legally competent at the moment of making the request, and must be in a condition of constant and unbearable physical or psychological suffering resulting from a serious and incurable disorder caused by illness or accident, for which medical treatment is futile and there is no possibility of improvement. The physician decides whether the disorder is incurable based on the actual state of medicine, and the patient alone determines whether suffering is constant and unbearable. 9, 10 The physician must have several conversations with the patient in which he ascertains whether the patient experiences his/her suffering as constant and unbearable. The physician must inform the patient about their medical condition, prospects, and possible alternative treatments, including palliative care. He must consult another independent physician about the serious and incurable character of the condition. This physician does not need to be a palliative care specialist. After performing euthanasia, the physician is required to report the case for review to the Federal Control and Evaluation Committee Euthanasia (the Committee). This Committee determines whether the reporting physician has complied with all legal due care requirements. 7 In case of irregularities, the Committee can ask the physician for additional information and send the case to the judicial authorities. 11 The Belgian euthanasia law is not limited to terminally ill patients who are expected to die within months. 7, 12 A euthanasia request from a nonterminal patient who is in the same medical condition as mentioned above may also be granted under the same requirements of careful practice. However, a third physician, a psychiatrist, or specialist in the illness from which the patient suffers, must be consulted, and there must be at least 1 month between request and performance of euthanasia. 7 Currently, Belgium, The Netherlands, Luxembourg, and the US states of Oregon and Washington are the only places in the world that have legalized euthanasia and/or physician-assisted suicide. More and more countries and states, how-ever, are considering legalization. In debates about euthanasia much attention is given to the possibility of effective societal control and to ways in which due care can be guaranteed. 13 Notification of euthanasia by physicians is pivotal to making societal control possible. The information collected by the Committee over the years provides valuable insight into the euthanasia practice in Belgium. In this article, we will present data on all the reported euthanasia cases since implementation of the euthanasia law. In doing so, we aim to provide an overview of the practice of euthanasia in Belgium and offer useful information for countries considering similar legislation.
We will address the following research questions: how many euthanasia cases have been reported in Belgium since implementation of the euthanasia law in 2002? What are the demographic and clinical characteristics of these cases, and do they differ from the characteristics of all deaths in the population? What are the characteristics of the decision and performance of euthanasia? Are there differences in clinical characteristics between terminally ill and nonterminally ill patients receiving euthanasia? And, do the characteristics of euthanasia cases evolve over the years?
METHODS

Data Sources
The data presented in this article are based on the databases of officially reported euthanasia cases in Belgium (Wallonia, Flanders, and Brussels) between the implementation of the euthanasia law on September 22, 2002 and December 31, 2007 . This database consists of information collected from the euthanasia registration forms sent in by reporting physicians. 14 The anonymous database was made available to us by the Committee.
Because of the anonymous nature of the notification procedure, it was impossible for the researchers to contact the reporting physicians for more in-depth information, or to match the reported cases to the corresponding death certificates. There were few missing data because the Committee generally contacts the reporting physician for further information when important data are missing (from the registration forms).
We compared characteristics of all reported euthanasia cases with those of all deaths among residents of Flanders and Brussels in the corresponding period (January 1, 2003-December 31, 2007) . As death certificate data for Wallonia were not available for this period, we had to rely on data from Flanders and Brussels which comprise about 65% of all deaths in Belgium and are expected to be suitable for comparison as about 83% of all the cases of euthanasia were reported by Dutch speaking physicians living in Flanders or Brussels, and comparison with the most recent available death certificate data for Wallonia (1999) do not show important differences with regard to age, sex, diagnosis, and place of death.
Measurements
The registration form was developed by the Committee and contains both open-ended and closed questions with prestructured response categories. 14 Open-ended questions were encoded into categories by the Committee in the data-base that we received. Detailed information about the registration form and questions has been described elsewhere. 11
Statistical Analysis
Fisher exact test was used to compare categorical variables. P values that were less than or equal to 0.05 were considered to indicate statistical significance. Statistical calculations were performed with SPSS software version 16 or StatXact software. in table) . Table 2 shows patient characteristics of all reported euthanasia cases in Belgium compared with all deaths in Flanders and Brussels. Men, younger patients, and cancer patients were significantly overrepresented in euthanasia cases. Patients of 80 years or more were underrepresented in all places of death and among cancer and noncancer patients (not in tables).
RESULTS
Frequency of Reported Euthanasia Cases and Comparison With All Deaths
Characteristics of Reported Euthanasia Cases
Characteristics of the decision and performance of euthanasia are displayed in Table 3 . For patients who died in hospital, the second physician was most often a specialist (69.7%), and for those who died at home or in a care home, a general practitioner (73.5% and 84.1%, respectively). Palliative care physicians were more often consulted for patients who died in hospital (15.7%) than for those who died at home (7.9%) or in a care home (4.9%) (P Ͻ 0.001). Physicians in hospitals had consulted additional physicians (38.2% of cases) more often than those at home (29.6% of cases) or in a care home (31.7% of cases) (P ϭ 0.002) (not in table). was reported significantly more often for nonterminal patients (89.7% vs. 66.5%), whereas the reverse was true for physical suffering (96% vs. 89.7%). Point seven% of all cases concerned nonterminally ill patients who did not suffer physically. Of these 13 patients, 6 had a neuropsychiatric disease and 8 a somatic disease. For all these patients psychological suffering was reported (not in table).
Trends in characteristics of reported euthanasia cases are shown in Table 5 . Over the years general practitioners were consulted more often and palliative care physicians less often P Ͻ 0.001). While the proportion of euthanasia cases in which at least 1 palliative team was consulted remained stable over the years, the proportion of cases in which an extra physician was consulted decreased (P ϭ 0.017).
DISCUSSION
Since legalization of euthanasia, the number of cases reported has increased each year. Patients who died by euthanasia were more often younger, men, had cancer, and died at home, compared with all deaths in the population. Euthanasia was most often performed with a barbiturate and seldom with morphine only. In almost all patients, unbearable physical (95.6%) and/or psychological suffering (68%) were reported. A small minority (6.6%) concerned nonterminal patients, mainly with neuromuscular diseases.
By presenting data on all 1917 euthanasia cases reported between 2002 and 2007, our study offers valid information on a highly debated end-of-life practice. Data were obtained from the Committee itself, which systematically contacted physicians when important information was missing from the registration form. [12] [13] [14] There are, however, limitations in the study. As the methods rely on the analyses of secondary data collected as part of the Data presented are column percentages. Percentages may not always amount to 100% because of rounding.
*Euthanasia based on a written advance euthanasia directive is only possible for patients who are in an irreversible coma. † Information was missing for 3 cases. We cannot determine from our data whether these physicians were contacted by the Committee for further information. ‡ This percentage may be an underestimation as the question about the second physician's specialty is an open one and physicians were considered to have consulted a palliative care physician only when they explicitly mentioned this. § A third independent physician must be consulted only if the patient is not considered to be terminally ill, ie, is not expected to die in the near future. 7, 9 -11 This physician should either be a psychiatrist or a specialist in the illness from which the patient suffers. ¶ Data are available for only 1714 of the reported euthanasia cases. In Belgium there are palliative homecare teams and palliative teams in hospitals. They consist of nurses, (a) physician(s), and a psychologist in hospital teams.
Data are available for only 1699 of the reported euthanasia cases.
Medical Care • Volume 48, Number 2, February 2010
Legal Euthanasia in Belgium notification procedure, certain elements that would have provided completer insight into the studied cases, eg palliative interventions, could not be studied. Furthermore, not all the variables from the registration form were included in the database and some variables were not registered for each year. Moreover, our data only offer insight into officially reported euthanasia cases. We cannot exclude the possibility that physicians do not always report their cases and that unreported cases differ from reported ones. 15 A possible social desirability bias also has to be taken into account, especially for variables relating to legal due care criteria.
The number of reported euthanasia cases has increased every year since legalization. One explanation could be that the incidence of euthanasia has increased over the years. Belgium has known a strong increase in acceptance of euthanasia among the general population between 1981 and 1999, 16 a trend that may have continued after legalization in 2002, making it plausibly that patients increasingly see euthanasia as an acceptable end-of-life option for themselves. Physicians may also have become more willing to perform euthanasia in a climate where it is no longer illegal. Another explanation could be that physicians have become increasingly more willing to report euthanasia, likely in part, because the Committee has never sent a reported case to the judicial authorities. [12] [13] [14] The majority of euthanasia cases was reported in Dutch, whereas only 17% was reported by French-speaking physicians. To date, there are no empirical data on whether there are perhaps differing medical end-of-life practices in the Dutch-speaking and French-speaking communities, and/or whether there is a difference in willingness to report among physicians of both communities.
As was shown in other research, 17 no evidence was found to support the fear that, once euthanasia is legalized, the lives of elderly patients would be more likely to be ended with assistance Data presented are column percentages; P values calculated with Fisher exact test. Percentages may not always amount to 100% because of rounding. *The euthanasia law makes a distinction between patients who are expected to die within the near future and patients who are not expected to die within the near future. Within the near future is defined by the Federal Control and Evaluation Committee as dying within the next few months. Patients who were not expected to die within the near future were patients who were not expected to die within the next few months. It is the attending physician who evaluates the terminality of the patient's disease. † P value for cancer versus other than cancer. ‡ Including, among others, 18 cases of neuropsychiatric disease: depression (n ϭ 5), Huntington disease (n ϭ 5), Alzheimer disease (n ϭ 5), Creutzfeldt-Jacob disease (n ϭ 1), vascular dementia (n ϭ 1), psychosis (n ϭ 1). 9 -11 § For 22 patients no suffering was reported. Seven of these patients were comatose; for the remaining patients, information on the variables of suffering was missing. We could not determine whether the Committee had contacted the physicians for further information. ¶ Data for nature of physical and psychological suffering are only available for 499 of the reported euthanasia cases.
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Medical Care • Volume 48, Number 2, February 2010 of a physician. 3,13,18 -20 According to our findings, patients of 80 or older were underrepresented among euthanasia cases compared with all deaths even after controlling for diagnosis and place of death. The number of reported euthanasia cases in this age group also did not increase significantly over time. Older patients thus seem not to be at higher or increasing risk of euthanasia after legalization. Although physicians are required to consult only 1 other physician (or 2 where the patient is not terminally ill) physicians involved additional physicians or palliative care teams in a substantial number of cases. This may indicate that they are aware of the importance of consulting palliative care experts and offering available palliative care options for patients requesting to end their lives, which is consistent with findings that palliative care and euthanasia are often not seen as mutually exclusive alternatives by Belgian caregivers, but rather as integral aspects of good end-of-life care. 21 Another factor that may explain additional consultation is that the majority of Belgian hospitals permits euthanasia only if certain palliative care procedures are followed, in addition to those required by law. 22 Physicians reported unbearable suffering in almost all euthanasia cases. Based on our data, however, we cannot determine whether the reported suffering had been target of intervention. Concerns that euthanasia requests are the result of low quality care or the absence of access to palliative care, are often expressed. [23] [24] [25] However, Belgium has a long tradition in palliative care provision integrated in mainstream healthcare and promulgated a law on palliative care almost simultaneously with the legalization of euthanasia, positing the right to palliative care for every patient and substantially increasing its funding. 26 -28 Research conducted in Belgium has shown that euthanasia is not related to a lower use of palliative care and often occurs within the context of multidisciplinary care. 29 Nonetheless, our findings reconfirm the importance of not only pain and physical symptom relief at the end of life, but also of integrating psychosocial aspects in palliative care. 30, 31 In conclusion, our study gives insight into the medical practice of euthanasia in Belgium as reported since legalization in 2002. Based on these reported cases, we can conclude that euthanasia is most often chosen as a last resort at the end of life by younger patients and by patients with cancer. Developments over time do not show any indication to support the slippery slope hypothesis. Furthermore, requests for euthanasia from nonterminal patients, some suffering from nonsomatic diseases, can and are being granted under the Belgian euthanasia law, albeit in small and not increasing numbers and under the same strict due care criteria as for terminally ill patients. Further research should focus on estimating the notification rate for euthanasia and should give attention to the unreported practice as well.
